Aim: In this paper we discuss recent developments in the policy to reduce health inequalities in Norway in relation to challenges and opportunities associated with tackling health inequality at the local level. Methods: We discuss government documents and research findings on the implementation of policies to diminish health inequalities at the municipality level. Recent policy developments are briefly reviewed in relation to the 10-year strategy to reduce health inequalities passed by the Parliament in 2007. We then identify opportunities and obstacles to successful action on health inequalities at the local level. Results: The 2012 Public Health Act represented a powerful reinforcement of the strategy to reduce health inequalities at all three levels of government: the national, the regional and the local. However, some aspects of the policies pursued by the current government are likely to make local action to tackle health inequality an uphill struggle. In particular, health equity policies that have hitherto been based on universalism and had a focus on the gradient seem to be running out of fuel. Other challenges are an insufficient capacity for effective action particularly in smaller municipalities, and a rather weak knowledge base, including systems to monitor social inequalities and a general lack of evaluations of trials and new initiatives. Conclusions: We conclude that the Public Health Act opened up many new opportunities, but that a number of municipalities face obstacles that they need to overcome to tackle health inequalities comprehensively. Furthermore, local efforts need to be coupled with sustained national momentum to be efficient.
Introduction
Social inequalities in health exist in all countries where they have been studied [1] . In many countries, there has been a political goal to reduce social inequalities in health [2] . Following recommendations from a number of international institutions, we have witnessed a nearly global trend towards decentralisation of health care governance [3] . More recently, the importance of local organisation and action has also been extended into the realm of public health policies [4] . This centralised health policy has been aligned with several World Health Organization (WHO) documents, the latest being the WHO Reviews on Social Determinants of Health [2, 5] .
Norway, along with Denmark and Sweden all have legislation that in different ways assigns local governments (i.e. the municipalities), key roles in public health. Partly, this is due to local governments' longstanding responsibility for many policy areas of high significance for public health and health equity (e.g. elementary schools, child care, and health and social services). National governments have thus largely made the WHO and EU recommendation of 'Health in All Policies' (HiAP) their own [4] .
The responsibilities of the Norwegian municipalities for improving public health were expressed in the 1984 Act on Municipal Health Care Services. The Act explicitly stated that the municipal health services should 'promote public health, wellbeing and appropriate social and physical environments' ( § §1-2). The new Public Health Act in 2012 supplemented the Act, and is currently subject to implementation in Norwegian municipalities [6] . In brief, the Act reinforced local responsibility and promoted the notion of HiAP [7, p.330 ] by lifting public health policy out of the health services sector and thus made it a crosssectoral municipal concern. The new Act also linked public health efforts across administrative levels, and was a direct follow-up of the established national strategy to reduce health inequalities from 2007 [8] . The municipalities are expected to monitor social inequalities in health and their main social determinants, and when necessary take coordinated action across sectors and administrative levels. Central government have an important role in assisting the municipalities in their need for indicators on the social determinants and health, including their socioeconomic distribution [9, p.95] . The municipalities were also advised to employ public health coordinators/officers to initiate and secure coordination at the local level [6, p.331] . In a recent report for the Office of the Auditor General it is stated that most of the municipalities in Norway have not yet established a systematic work on public health [10] .
The 2012 Public Health Act brought new opportunities, but also new challenges, in particular with regard to policy implementation. The aim of this paper is to discuss recent public health policy trends in Norway, and in particular, opportunities and possible obstacles related to the goal of establishing sound policies to reduce health inequalities at the municipal level. We start with a short presentation of the recent developments at the national level, and then move on to our main concern, local policies to tackle health inequality.
recent public health policy developments at the national level
The 2012 Public Health Act for the first time in Norway spelled out that all administrative levels have a legal responsibility to improve public health, including reducing social inequalities in health. Even if the national commitment for public health had not been regulated by law up until 2012, a national strategy to reduce health inequality had been in place since 2007 [8] . Hence, the new Act formalised existing efforts and obligations, extended these obligations beyond the 10-year scope of the strategy, and underscored that national government must consider public health consequences in all its policies when relevant. In the law proposal, the state's responsibility is spelled out: 'It is important that also state authorities consider public health in their activities and that the promotion of public health, including reducing social inequalities in health, is pursued more broadly at the national level' [9, p.69] .
Norway came late to the health inequalities policy arena, however, learning from the pitfalls of the other countries, the country explicitly took the whole social gradient approach into account in its national strategy to reduce social inequality in health in 2007 [11,12, p.1235] . The 'social gradient approach' acknowledges that health inequality is not a dichotomy with the disadvantaged at one end and the better off at the other, but a basic feature of society; social stratification of health is running across the entire socioeconomic structure [13, 14] . Alongside the gradient perspective, the national strategy highlights universalism as the major policy approach to fight health inequity. The 2007 strategy was passed by the Parliament and its main principles underpin the 2012 Public Health Act [9, p.124] . Thus, the 2007 strategy and the 2012 Public Health Act firmly establish national responsibility and promote structural and universal measures to tackle the challenge of the gradient as well as the health disadvantage of vulnerable groups.
The current government has not explicitly proposed a shift in course, but recent signals and developments may suggest otherwise. In a White Paper on Public Health [15] the current government hardly addresses the social gradient in terms of new political measures; the new measures are predominantly targeted rather than universal. Furthermore, van der Wel et al. identify three more reasons for concern: persisting inequalities in the social determinants of health, such as income inequalities are not diminishing; recent adjustments in the tax and transfer system are likely to increase rather than decrease inequalities; comprehensive reforms in health and welfare services have been launched and implemented without equity assessments [16] . In short, the momentum at the national level seems to have faded away more or less, or seems to be running out of fuel. Illustrative of this, in a debate article on social inequality [17] , the leaders of the two government parties and the two supporting parties do not mention health equity and seem to promote an understanding of the inequality problem as an issue of improving the living conditions among the worst off (i.e. 'the poor'); the gradient is not an issue [17] . Increasing efforts at the local level may not however be effective if the national level commitment to reduce health inequalities is not withheld or even diminished, as indicated above. key redistributive and legislative instruments reside at the national level: social insurance policies, the Working Environment Act, tax policies, educational policies and consumer goods tax policies. These policies are potentially extremely powerful as they have the capacity to directly address the fundamental structure of inequality in society. If local HiAP work is not coupled with sustained national commitment, or even counteracted by national policies, the efforts to reduce health inequalities locally may be in vain.
Health in all policies
It is reasonable to say that the Norwegian strategy to reduce health inequalities up until the 2012 Public Health Act was largely defined at the national level, despite the decentralised health services structure [11] . This probably helped in placing the issue on the national public health agenda, but is not without problems, in particular when it comes to implementation. As stated by a report on local policies to tackle health inequalities in the Nordic countries: 'There is no doubt that clear national leadership and legislation, as in Norway, promotes HiAP at the local level. However, transforming this into specific local policies represents a special challenge' [4, p.39 ]. The challenge is mirrored in the Office of the Auditor General findings that municipalities need to be followed up [10] .
The Public Health Act's emphasis on HiAP and the social determinants of health, as shown above, invites the municipalities to think in innovative and untraditional ways to address public health issues. It encourages the development of new approaches like user involvement, collaboration, and coordination of services and professions. The HiAP approach does not only distribute responsibility across sectors and levels of governance, but explicitly changes the mode of intervention. The national agenda to reduce health inequalities thus cannot simply be re-formulated and implemented by local bureaucrats. Instead, the HiAP approach involves a 're-discovery' of the problem as well as the solutions, seen from the perspective of the municipality, including public, private, and voluntary actors.
Acknowledging the importance of the social determinants in the health sector will have implications for professional practice: For example, general practitioners (GPs) with a contractual relationship with the municipality make referrals to agencies that can give patients help and access to welfare services. The GPs will need to address living conditions such as low income, participation in social networks, unemployment, education and excessive care responsibilities in their conversations with patients, as it cannot be presumed that the patients will bring up living condition as a topic during the consultation. A study demonstrates that doctors do acknowledge their responsibility for their patients' wellbeing related to living conditions. There is however large variation in how much time doctors spend on this topic during consultations [18] . The GP's role in bringing together the relationship between social wellbeing and health by asking questions about the patient's social life is crucial, as social life affects wellbeing and health. The GP is supposed to follow the patient during life. Information relevant for the patient documented from an early stage in life and throughout life is crucial for evaluating treatments and make referrals that is helpful for the patient.
capacity at the local level
The National Health Institute and The Central Bureau of Statistics provide numbers, overviews and health profiles the municipalities can use in their municipality plans. These are instruments for monitoring the public health situation in each municipality. However, there is a need for guidance about how to use the information and educating health coordinators or others working with health information [19] . Developing detailed local health overviews, and to know which health indicators that are relevant to define and use in municipalities, is quite a new responsibility placed on the municipalities by the Act. Social inequalities challenges public health work. One problem can be that social inequalities are not clearly enough defined as part of public health. A challenge may be to establish universal measures that embrace people from different social and economic groups.
Measures for all that take into account groups at risk, should include the barriers these groups may experience for participating in activities. It may not be sufficient to offer an activity for free only. Personal insecurity and lack of experience with mastering an activity often is a crucial barrier for not wanting to participate. If so, engaging social workers may be conducive. To provide universal measures that can suit all groups, requires knowledge about how being in a risk group affects the perception of coping in activities. Examples can be tax reduction for groups, however this measure does not solve social and psychological barriers for wanting to participate in activities, or does not necessarily make parents spend more money on sports activities for their children. local sports or cultural activities that are free for all may be a good measure, as children do not need to ask their parents for money to participate or make excuses to friends for why they do not participate. Free activities with collaboration between the organisers and a team of social workers who can support participants to stay in the activity, is a third example. The bottom-up perspective therefore requires knowledge about the connection between wellbeing, socioeconomic status and health.
In addition, how the problems are framed in municipalities, how the local services are organised and how these services are able to meet people's needs, is crucial. The latter requires anchoring in sectors other than health [10] . There is reason to believe that in the development of new local policy initiatives, policy makers need to consider the particularities of the local conditions; different municipalities do not necessarily respond in similar ways to the same political initiative or intervention. Inherent in the bottom-up approach is sensitivity to local adaptations of new initiatives.
Small and large municipalities
The municipalities differ widely in population size. This may affect the resources they have available and the level of competence they possess. In the last two decades, municipalities have prioritised health behaviour and life style over structural living conditions in their public health approach [20, p.5] . Hagen et al. [20] introduces some nuances into this picture. larger municipalities often define living conditions as a main challenge, rather than health behaviour. They also regard themselves as more capable of reducing social inequality than smaller municipalities. The same study reveals that municipalities that prioritise living conditions (larger municipalities) also pay more attention to collaboration between sectors, which is a key problem in this policy field. larger municipalities are also likely to have better organisational capacity to address issues of living conditions and public health. large municipalities, which often are urban areas (or metropolises), are characterised by larger social inequalities and wider health inequalities [20, 21] . Hence, in larger municipalities there seems to be a certain match between the problem at hand, the definition/understanding of the problem, and the capacity to meet it.
It appears to be the smaller municipalities, which constitute the large majority of municipalities in Norway, that face the most pronounced challenges when it comes to the development of health inequalities in public health policies.
research-based knowledge as a requirement for effective action
The Public Health Act urges the municipalities to use knowledge on the public health situation and knowledge on how to act on it, for example finding out 'what works'. Recent reports suggest that establishing collaborative networks with universities to develop more relevant public health research could be of great mutual benefit, and that public health measures are research-based [4, p.17, 10] . This suggestion underscores the expectancy the national authorities have to the municipalities to participate in and facilitate research [22] .
At any point in time, a significant number of trials and initiatives are taking place throughout Norwegian municipalities. Our impression is that too often, these initiatives fail to be evaluated, and if they are, the evaluations are of limited scientific and political value. For example, many project reports written by municipality staff themselves will not live up the desired scientific standards and will therefore be of dubious quality and relevance. Externally funded trials and projects, however, are regularly evaluated since they often have a budget for external evaluation. Evaluations may be time consuming and needs to be part of service providers' work plan. It adds to the problem that evaluation reports are seldom read by welfare practitioners. A recent study of Norwegian welfare worker's use of knowledge showed that they most often rely on own and colleagues' experiences and that journal articles, textbooks and external sources were used least frequently [23] . Furthermore, evaluation reports often do not have the format and the contents that the municipality staff needs to put research-based knowledge into practice. For example, too often research reports targeted at local or central authorities do not include detailed and systematic accounts of measures, schemes and programs, neither on specificities related to implementation. However, establishing new practice through research-based skill-training programmes may be fruitful. A recent cluster-randomised study finds that systematic skilltraining of social workers' professional competences significantly improved their self-reported practice [24] as well as re-employment among welfare recipients [25] . All in all, it seems that there are several obstacles to be passed before local public health work will be firmly based on knowledge generated by sound research. This warrants the question of whether the gap is too big between the expectations of the policy makers and the capacity of the municipalities to retrieve and apply research findings.
The municipalities have implemented a vast amount of measures to address many social determinants of health. Examples are initiatives to remedy child poverty, reduce drop-out, to provide good health care support, strengthens cross-sectoral and agency work, and inter-municipal collaboration. local and national agencies are funding a number of such trials and projects [26] . The Norwegian grant programs are targeted on the one side at developing and implementing initiatives for improving service provision, collaboration between sectors and agencies, coordination between agencies, and building knowledge among the service providers. On the other side are initiatives aiming at alleviating the life of vulnerable individuals and groups. Several of these local projects are evaluated. Mostly these evaluations focus on topics like inter-agency collaboration, leader commitment, and user involvement [26] [27] [28] .
If the municipalities should be able to assume more responsibility for social inequality in health, there is a need for better and more relevant data on public health at the local level. A well-known saying in public health work is 'No data, no problem. No problem, no action'. A report issued by the Office of the Auditor General of Norway documents several shortcomings in the availability of public health data for many municipalities, particularly the small ones. The report identifies lack of data on the distribution of social determinants of health, and inadequate data on health-related behaviours and on factors that promote health and wellbeing. The National Public Health Institute has the responsibility to provide the municipalities with such data, for example for monitoring purposes. However, the Institute lacks the statutory authority to link the necessary data from different national registers. The paradoxical situation is that the Public Health Institute lacks the statutory means to fulfil its statutory tasks [10, pp. 57-58] . This is yet another example that if national authorities fail to enable the municipalities to meet the obligations given to them by the Public Health Act, the municipalities are severely hogtied; without relevant data, they do not know if they have a public health problem. It also seems that the municipalities need access to research-based evaluations of 'what works' in more effective ways. To make this happen, it may be necessary to build capacity and to devote time to these tasks at the municipality level.
conclusion: facing the challenges ahead
The 2012 Public Health Act represents a strong commitment to reduce health inequalities at all administrative levels, and across political domains in line with the HiAP approach. The Act provides the opportunity to tackle health inequalities and their main determinants in a comprehensive and powerful way. Combining national level policies -legislation, tax policies, economic policies and social protection -with strategic action in the municipalities, in partnership with voluntary and private actors, is a highly promising approach.
There are however a number of threats to the success of the Public Health Act. First, many aspects of recent national policies do not make local action to tackle health inequality an easy task. In particular, health equity policies that hitherto have been based on universalism with a focus on the gradient have weakened. In addition, recent tax and transfer reforms are likely to increase income inequality. This may make local efforts an uphill struggle. Second, many smaller municipalities do not seem to have the capacity for effective action. Third, the knowledge base is often rather weak. Municipalities and counties seldom have access to key monitoring indicators of inequality and there is a general lack of evaluations of trials and projects. A lot of good public health work is being done in Norwegian municipalities. To realise the full potential of the Public Health Act, however, sustained effort at the national level and further support of the municipalities is necessary.
